INTRODUCTION
============

Uterine rupture is one of the most dangerous obstetric situations, carrying an increased risk of maternal and perinatal morbidity and mortality ([@B1], [@B2]). Uterine rupture during gestation is mainly found during the second or third trimester in the women whose past history includes Cesarean delivery ([@B1], [@B3]). Spontaneous uterine rupture of unknown cause during the early pregnancy is extremely rare. Few researchers have reported spontaneous uterine rupture without underlying causes during the first trimester. We report a case in which a multiparous woman showed hemoperitoneum by spontaneous uterine rupture in early pregnancy.

CASE REPORT
===========

A 36-yr-old multiparous (2-0-0-2) woman was admitted to our emergency room, complaining of suddenly developed acute abdominal pain. At the time of presentation, she was 10 weeks pregnant by dates and urine hCG. Her menstrual history was relatively regular, and past obstetric history consisted of two spontaneous vaginal deliveries at term. Meanwhile, the patient underwent appendectomy in the past history. The patient had intermittent vaginal spotting for two weeks before the presentation but did not visit a hospital. On the physical examination, her vital sign was stable, and right lower quadrant tenderness and rebound tenderness were severe.

On the transvaginal ultrasonogram, the 6 week-sized intrauterine gestational sac with mild compression was noted ([Fig. 1](#F1){ref-type="fig"}). In the gestational sac, neither fetal part nor heart beat was found, but two yolk sacs were observed. Subchorionic hematoma was not shown. Both ovaries were hard to be detected. A large amount of blood clot was observed around the uterus. Abdominopelvic computerized tomography revealed a large amount of blood clot around the uterus and cul-de-sac ([Fig. 2](#F2){ref-type="fig"}). Also a large quantity of blood-like fluid was noted in the perihepatic, perisplenic, and paracolic space. However, no lesion that was considered to induce such hemorrhage was found.

In this context, emergency operation was determined to conduct under the hemoperitoneum impression on 6 weeks gestation. Laparotomy was performed and revealed a large amount of blood clots in the pelvic and abdominal cavity. After removing the blood clots, small uterine rupture (3 mm) was observed on the upper portion of the left fundus ([Fig. 3](#F3){ref-type="fig"}). A probe was inserted into the rupture to identify that it was open to the uterine cavity. A suction catheter was inserted through the rupture site to perform suction of gestational material in the uterine cavity, and the edges of the rupture was repaired with one layer suture. Because the patient wanted no more pregnancy, bilateral tubal ligation was performed. The remained blood in the abdominal cavity was removed and then the abdominal wall was closed.

DISCUSSION
==========

According to the several information about uterine rupture obtained from the literature, most of the cases had various risk factors ([@B4]). It is evident that the single most important factor in determining the risk of uterine rupture is whether the uterus has a previous scar or not ([@B1]). The past injuries such as Cesarean delivery, hysteroscopic resection of uterine septum, myomectomy, and cornual resection are considered to be the causes of uterine rupture ([@B5]). It is reported that spontaneous rupture of unscarred uterus occurs in 1 in 15,000 ([@B6]). It may occur in a patient who has high parity ([@B7]), placenta increta or percreta, adenomyosis, abortion with instrumentation, manipulation during delivery, induced delivery by misoprostol ([@B8]), vigorous fundal pressure during delivery, cocaine abuse ([@B9]) and idiopathic cause ([@B6]). Most of the above listed causes shows that uterine rupture is mainly occur before or during labor after the second trimester. Also some researchers reported on the uterine rupture observed in women who were not pregnant ([@B10], [@B11]).

However, spontaneous uterine rupture during the first trimester like our case, is extremely rare. Only a few cases were found in the literature. In the case reported by Biljan et al. ([@B12]), uncomplicated evacuation of the uterus for suspected retained products of pregnancy was performed following second delivery. And the previous abortion cannot be considered to induce uterine rupture because the patient had normal spontaneous vaginal delivery at term for the third trimester. In our case report, however, the patient did not have the history about of the curettage of the uterus. So the cause of the rupture was not clear.

Uterine rupture is usually a serious and potentially catastrophic event because of massive uterine bleeding. Early surgical intervention is the key to successful treatment of uterine rupture ([@B4]). In this situation, hemoperitoneum can be regarded as non-obstetric cause or immediate management can be delayed, because spontaneous uterine rupture in early pregnancy having gestational sac is very uncommon ([@B13]). Conclusively, intensive surgical method would be needed for accurate diagnosis and immediate treatment when a patient was in bad situation by hemoperitoneum in early pregnancy.

![On the vaginal ultrasonogram, a compressed gestational sac is found within the uterus. Two yolk sacs (arrow) are observed within the sac, but fetal part is not shown.](jkms-20-1079-g001){#F1}

![On the abdominal CT, high attenuation fluid collection, suggesting blood clots, is found around the uterus but no other abnormal findings are observed.](jkms-20-1079-g002){#F2}

![On the photography after laparotomy, small sized uterine rupture (arrow) was observed on the fundus.](jkms-20-1079-g003){#F3}
